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Volume 59, Number 6S Abstracts 37Saneurysm (AAA) but is associated with more late reinter-
ventions compared with open repair. This study compares
the outcomes from EVAR and open repair in the Vascular
Study Group of New England (VSGNE).
Methods: We reviewed all elective, nonruptured
symptomatic, and ruptured endovascular and open repairs
of AAA from 2003-2012. Postoperative reinterventions,
morbidity, and mortality were compared at the 30-day,
30-day to 1-year, and overall 1-year follow-up.
Results: We identiﬁed 3347 EVARs and 2251 open
repairs. At 30 days and 1 year, overall reintervention rates
were higher after open repair compared with EVAR (Ta-
ble). Between 30 days and 1 year, reinterventions were
less after elective open repair compared with EVAR (2.6%
vs 3.8%, P ¼ .03) but were similar after open repair and
EVAR for symptomatic (4.5% vs 4.6%, P ¼ .97) and
ruptured (5.5% vs 4.3%, P ¼ .58) AAA. Mortality was
lower after elective EVAR compared with open repair at
30 days (1.6% vs 2.6%, P ¼ .01) but was similar at 1 year
(7.2% vs 7.3%, P ¼ .88).
Conclusions: Reintervention was more common after
open repair compared with EVAR across all AAA repair in
the perioperative period. Between 30 days and 1 year,
EVAR had higher reintervention rates for elective AAA
repair but was similar to open repair for symptomatic and
ruptured AAA.
Table. Reintervention rates for all patients undergoing
endovascular aneurysm repair (EVAR) vs open
abdominal aortic aneurysm repair
EVAR Open
Reinterventions (n ¼ 3347) (%) (n ¼ 2251) (%) P30-day reinterventions 1.9 11.5 <.01
Multiple reinterventions 0.3 2.2 <.01
Leg embolization 0.8 1.6 <.01
Bowel ischemia 0.5 2.5 <.01
Wound complication 0.4 3.1 <.01
Hemorrhage 0.6 2.7 <.01
Return to operating room 10.8 10.9 <.01(n ¼ 3002) (n ¼ 2140)
30-day to 1-year reinterventions 3.8 3.3 .29
Multiple reinterventions 1.3 0.6 <.01
Total 1-year reinterventions 5.5 13.2 <.01Author Disclosures: R. Bensley: Nothing to disclose; C.
Feng: Nothing to disclose;M. Schermerhorn: Nothing to
disclose.
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Effectiveness and Cost of Different Intravenous Drugs
Used for Patients Presenting With Acute Stanford
Type B Aortic Dissection
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Objectives: The purpose of this study is to determine
the cost differences associated with different intravenous
(IV) blood pressure medications used in the treatment of
acute Stanford type B aortic dissections.
Methods: A retrospective record review was conduct-
ed of patients treated for an acute type B aortic dissection
between June 2006 and September 2013 to determinethe IV blood pressure medication regimen (a combination
of labetalol, esmolol, nitroprusside, and/or nicardipine).
Patients receiving each IV infusion were compared with pa-
tients not receiving that drug with regards to the total cost
of the infusion, mortality, the complication rate associated
with the dissection, and the need for operation.
Results: Ninety patients were treated with IV blood
pressure medications for an acute type B dissection. The
in-hospital mortality rate was 11.1%, 33.3% experienced a
complication of their dissection, and 4.4% had an operation
after an initial attempt at medical therapy. Fifty-three
percent of patients received an esmolol infusion, 46% a
nicardipine infusion, 41% a labetalol infusion, and 54% a
nitroprusside infusion. Median cost of admission was
$66,355 (interquartile range, $41,372-$160,176), and
median cost of the infusions was $4837 (interquartile
range, $1922-$13,240). Esmolol was associated with
increased total drug cost (median, $10,545 vs $1947; P
< .001) and longer intensuve care unit (ICU) stays (me-
dian, 5 vs 3 days; P ¼ .025). Nicardipine carried increased
cost ($11,195 vs $3365, P < .001) and longer ICU stay (5
vs 3 days, P ¼ .058). Labetalol carried decreased cost (me-
dian $3931 vs $9136, P ¼ .004) with no difference in ICU
stay (3 vs 3 days; P ¼ .175). Nitroprusside carried no dif-
ference in cost ($5095 vs $4038; P ¼ .182). No drug
was associated with increased mortality, need for operation,
or complication of the dissection.
Conclusions: Labetalol and nitroprusside are signiﬁ-
cantly cheaper medications to treat acute type B aortic dis-
sections, and they are not associated with increased risk of
death, complication of the dissection, or need for
operation.
Author Disclosures: K. Maxﬁeld: Nothing to disclose;
T. Naslund: W. L. Gore, Aptus Endosystems, and
CVRx, consulting fees or other remuneration (payment);
A. Richter: Nothing to disclose; C. Sheng: Nothing to
disclose.
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Objectives: We sought to demonstrate the prognostic
implication of ﬂap thickness (FT) in type B aortic dissection
(TBAD).
Methods: A retrospective review was undertaken of all
patients with TBAD from June 2006 to June 2012. Demo-
graphics, hospital course, imaging, and follow-up visits
were analyzed. FT on computed tomography angiography
(CTA) was measured using full width at half maximum
technique. Survival rates and predictors of outcome were
determined using the Kaplan-Meier method with Cox pro-
portional hazards.
Results: Of 134 patients with TBAD, 101 (75%) had a
classical dissection and 33 (24%) had atypical dissection (no
dissection ﬂap). FT analysis was available in 63 patients (38
men), with a mean age of 646 15 years. Median follow-up
was 33 (0-135) months. Sixteen patients underwent
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tively. Patients with FT >2.5 mm had higher rates of aneu-
rysmal growth (2.7 vs 0.3 mm/y; P ¼ .01). In addition,
patients with FT >2.5 mm had worse survival (median sur-
vival, 61 vs 100 months; P ¼ .03). However, multivariate
analysis showed that only age (hazard ratio, 1.13; 95% con-
ﬁdence interval, 1.06-1.2; P < .000) and growth rate >2
mm were independent predictors of survival (hazard ratio,
0.1; 95% conﬁdence interval, 0.02-0.5; P < .004; Fig).
Conclusions: Flap thickness in TABD predicts aneu-
rysmal expansion.
Fig. Comparision of survival.Author Disclosures: J. Altshuler: Nothing to disclose;
M. Bannazadeh: Nothing to disclose; K. Bis: Nothing
to disclose; O. W. Brown: Nothing to disclose; A. For-
syth: Nothing to disclose; C. Jenkins: Nothing to disclose;
M. Sakwa: Nothing to disclose; B. Wilson: Nothing to
disclose.
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Adherence to EVAR Device Instructions-for-Use
(IFU) Guidelines Has No Impact on Long-Term
Outcomes
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Research, Oakland, Calif; 3Dartmouth-Hitchcock
Medical Center, Lebanon, NH; 4The Permanente
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Objectives: Prior reports have suggested unfavorable
outcomes after endovascular aneurysm repair (EVAR) per-
formed outside of the recommended instructions for use
(IFU). We report our long-term EVAR experience with re-
gard to IFU in a large multicenter registry.
Methods: Between 2000 and 2010, 1736 patients un-
derwent EVAR, with 92% follow-up. Baseline anatomic
measurements obtained from M2S, Inc imaging database
were compared with device-speciﬁc IFU. Primaryoutcomes were mortality and aneurysm-related mortality
(ARM). Secondary outcomes were endoleak status, adverse
events, and reintervention.
Results: During the median follow-up of 2.7 years,
489 patients (28.2%) had preoperative anatomic data avail-
able. Overall, 58% had EVAR performed within and 42%
outside of IFU guidelines. Of the outside IFU cases,
62.4% had short neck length, 10.2% had greater angula-
tion, 7.3% did not meet neck diameter criteria, and 20%
had multiple anatomic issues. There was no difference in
any of the primary or secondary outcomes between the
two groups (Table). Percentage change in aneurysm sac
size over time appeared similar (e12.1% vs e14.1% at 5
years), with no signiﬁcant difference in sac increase at any
time point during follow-up. Cox proportional hazard
models showed that IFU nonadherence was not predictive
of overall mortality (hazard ratio [HR], 1.06; P ¼ .80),
ARM (HR, 0.17; P ¼ .07), or adverse events (HR, 0.84;
P ¼ .61).
Conclusions: In our cohort of EVAR patients with
detailed preoperative anatomic information and long-
term follow-up, overall mortality and ARM are unaffected
by IFU adherence, despite a higher proportion of women
and larger aneurysms in the nonadherent group. In addi-
tion, rates of late endoleak and reintervention are similar,
suggesting that operator experience and patient selection
inﬂuence outcomes despite lack of IFU-based anatomic
suitability.
Table. Outcomes between the two groups
IFUPAdherent (n ¼ 284)
Nonadherent
(n ¼ 205)Female, % 6.7 14.6 <.01
Baseline AAA size, mm 56.6 59.7 <.01
Overall mortality, % 21.1 21.5 .93
ARM, % 2.8 1.0 .20
Type I/III leak, % 3.5 4.4 .62
Adverse events, % 8.8 11.2 .38
Reintervention, % 13.4 17.6 .20Author Disclosures: R. W. Chang: Nothing to disclose;
P. Goodney: Nothing to disclose; B. Hill: Nothing to
disclose; H. Hua: Nothing to disclose; S. Okuhn:
Nothing to disclose; A. Rhoades: Nothing to disclose;
L. Tucker: Nothing to disclose; J. Walker: Nothing to
disclose.
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Objectives: Although much of the management of
abdominal aortic aneurysms (AAAs) has been based on
outcomes in men, there may be important gender differ-
ences in outcomes. The goal of this study was to evaluate
